June 26, 2015

Mr. William White, Administrator
Greensboro Nursing Home

47 Maggie's Pond Road
Greensboro, VT 05841-8800

Dear Mr. White:

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
9, 2015. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compiiance, remedies

may be imposed.

Sincerely,

SNONRI =N

Pamela M. Cota, RN
Licensing Chief
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1 |
{F 000} INITIAL COMMENTS v {000} !
An unannounced on-site follow-up survey was | '
completed by the Division of Licensing and | i
Protection on 6/9/15, The following regulatory i i
, viclations were identified: ! : o ) . 1 .
E 241 483 1 5(8) DIGNITY AND RESPECT OF { F 2410 Thix Plan af Correction i the center's credible
55=p | INDIVIDUALITY - allegation of comuliance.
: . . , i ‘ Preparation and/or execttion of this plan of correction
: The facility must promote care for I‘ESid'eﬁtS ina | does not constitlte odmisston or agreement by the
" manner and in an environment that maintains or | provider of the truth of the fucts allsged or conclusions
' enhances each resident's dignity and respectin ! -‘f‘f"”’; fn the waiement ‘5 deficiencies. ¥he plon of
. - N S - I U porrectton I8 prepared andior exeryind solely beconse
full recegnition of his or her individuality. : L it is required by the pravistons of federal and siate jaw.
i 3
e ) : P 241
- This REQUIREMENT is not met as evidenced ! 60715

by:

Based on cbaarvation ang interview, the facility
 falied to promote care for 2 of 4 residents in a
“manner and in an environment that maintaing or
 enhances sach resident's dignity and respect in
' full recognition of his or har individuality (Resident
 #3 and #4). Findings include:

i 1. Per observation on 6"9.” 5 at.B'SB AM, there The Administrator or designes will conduet

. were two 8 Y% x 11 inch signgs with large bold, three random audits k of the buildi
capital lattering stating, "Notice Activate Alarm OIS per week of ine butiding
cap to assute any signage is appropriately

placed.

For all residents, staff will e in-serviced on
resident dignity as relates to the placement
of signs as well as the appropriate setting for
lood draws. This process will be
implemented for Resident #3, Resident #4
and all residents.

Befora Leaving" posted oulside of Resident #3's
| room. One sign was positioned at eye level on the
: door and the second was positioned to the left of
' the depr frame at eye level, On 8/9/15 at 12:44
| PM, the faciiity DNS (Director of Nursing)
'reported that the signage was Implemented to :
‘"instruct staff" to reset an infrared alarm upon i
“exiting Resldent #3's room. She confirmed that | " , ) .
 the signs were visible to visitors and other | The Administrator is responsible for this

plan of correction,

. residents who use the common hallway and - p |
: those visitors and other residents did not need to | && 13{2:@69 e I w/ui
i know about the alarm. During the chservation, . |
? o |
| I

‘ the DNS reported that the signs could have been |

The Director of Nursihg or designee will
conduct three random audits per woek of
hlood draws to assure they are drawn in an
; appropriate setting.

|
(X8) DATE

ABSRATORY DREATOR'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE TITLE
A‘IL&Q A F-“L- fﬁ/‘,z-‘"”l//’f’

Ary deflelency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from cormrecting providing it is daterminad that
other safaguarde provide sufficlent pratestion to the patients, (Ses instructlane.] Except for nursing homes, the findings stated above are digclosalkie 80 days
fallowing the date of survey whether or nat a pian of correction ie pravided. For nursing homes, the abova findings and plans of correction are disciosable 14
days following the date these docurients are made avaliable to the facility. If defisiencles are cited, an approved plan of corraction is requisite to contlnued

program pariclpation.

FORM bms-zss'?(dz-as) Previous Vorsions Obsolets Event ID: ICPR12 Fachity ID: 475043 If eentinuation sheet Page 4 of 6
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" The resident has the right, unless adjudged
i incompetent or otherwise found to be

| incapaditated under the laws of the State, to
; participate in planning care and treatment or
| changes in care and treatment.

- Acomprehensive care plan must be developed

" within 7 days after the completion of the

. comprehensive assessment; prepared by an

. interdisciplinary team, that includes the attending

| physician, a registered nurse with responsibility

* for the resident, and other appropriate staff in

- disciplines as determined by the resident's naeds,

‘and, to the exteni practicable, the participation of

. the rasident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after

! pach assessment.

t
|
|
I

DC Aecog2] & ]S

SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S FLAN OF CORREGTION [ sy
F‘»fz?p'& . {FACH DEFICIENGY MUST RE PRECEDOED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE ! 00’%?57 108
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE :
| DEFICIENCY) .
!
F 241 Continued From page 1 F241|
1 fastened to the inside of the doorway (in the
. resident's room) so they would not be visible to
" others and yet still remind staff to reset the alarm.
2.0n 6/3/15 at 2:21 PM, & staff nurse was
observed performing a venipuncture (blood draw) !
on Resident #4 while s/he was seated in the ; ;
facifity living room. The resident was heard to yell ! S
out during the procedure. At the time, there were This Plan of Correction is the coniew's credihle
- 3 other residents in the area within visual and allegation of compliance,
auditory distance of ne pI.OCEdure as well as Preparation and/or execuiton of this plan of correction
; other staff mem_bEI'S. The DNS confirmed the : does not constitule admission or agreement by he
" above observations and that performing the i providar of the trith of the facts alleged or conclusions
" procedure in the living room with other residents xar forth in the stajement of deficiencles, The plan of
- present was a dignity issue for Resident #4 and it | correction is prepared andfor exvouted solfy becanse
was his/her expectation that the procedure was - it 15 required by the provivions of fedaral and giate fow,
. going to be parformed in the resident's room. \ i
F 280: 483.20(d)(3), 483 10(k)(2) RIGHT TO L F 280 F150
§&=p : PARTICIPATE PLANNING CARE-REVISECP e 62715

_ For all residents and for Resident #3, the

facility will assure that all residents with
identified pressure areas have current
nutritional intervention by qualified
personnel. Licensed nurses and the
registered dletician will be educated on the
importance of nutrition in wound healing
and the requirement for nutritional
assessmeltts in care planning on a timely
basis.

The Director of Nursiog ot designee will
conduct three random audits per week of
resident records to verify nutritional
intervention is in place including revision of
carc plans.

The Dircetor of Nursing is responsib
this plan of correction.

FORM CME-2587{02-88) Previous Varaions Cheoiple Event |D:IGPR12

Fanillty ID: 476043

If continuattén sheot Page 2 of &
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oxam SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x6)
PREFIX ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX ! (EACI'! CORRESTIVE ACTION SHOULD BE COMPLETION
TaG | REGULATCRY OR LSG DENTIFYING INFORMATION) the | CROSS-REFERENGED TQ THE APFROPRIATE OATE
' i DEFIGIENCY)
% | |
F 280 Continued From page 2 F 280

- This REQUIREMENT is not met as evidenced |
by: ' ;

. Based on record review and staff inferview, the :
facility failed to revise the plan of care for 1 of 3 |
residents (Resident #3) related fo nutritionat :
. recommendations following the development of a |
" pressure Weer, Findings include: !
Per record review, Resident #3 who had a right i
!

+ sided hemiparesis (partiai paralysis) used a
| seated, crossed-leg pulling motion for mobility
| which put pressure on his/her right ankle. On :
1 4/12/15, 6 days following his/her admission to the |
! facility, the resident was identified as havinga |
* Siage It pressure ulcer (a partial thicknass skin -~ |
loss) on the right outer malleolus (ankle bone). |
*Wound care followed a treatment plan and |
_healing was complicated by signs and symptoms |
| of infection necessitating treatment with i
" Clindamycein (an antibintic) on 6/20/15 and a !
! coneern for the risk of osteomyelitis (2 bane
_infection) which was ruied out. |
Per review of the resident's nutrition assassment, |
“on 4/13/15 the Registerad Dietician (RD) reported !
that Resident #3 was unaware of the need for : ;
, proper nutrition and/or hydration, had ava riabie ; i
- appetite, a history of a 10% weight loss while in
"the hospital [prior to admission to the nursing
" home] and required assistance/supervision and
" cueing at all meals. Although the pressure uleer .
*was identified on 4/12/15, the RD's nutrition : - i
. assessment on 4/13/18 [dentified Resident #3's. !

sKin as "dry and intact." The nutrition asgessment
. also listed that the RD was to "be informed of
* significant changes" for Resident #3.
- On 8/9/15 at 12:00 PM, the fagility wound care
‘nurse reported that Resident #3's pressure ulcer

PORM GMS.2587(92-89) Previous Verslona Obaolele Evart D' IGPR12 Faglllly 1Dy 475043 It coptinuation sheet Page 3 of &

!
! i
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. Based on the comprehensive assessment of &

: resident, the facility must ensure that a resident
who enters the facility without pressure soras
dees not develop pressure sores unless the

.individual's clinical condition demonstrates that

 they were Unavoidabie; and a resident having

| pressure sores receives necessary treatment and

i sarvicas to pramote healing, prevent infection and

| prevent new sores from developing.

: This REQUIREMENT is not met as evidenced
" by:

- Based an record review and staff interview, the
!

STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DAYE SURVEY
AND PLAN OF CORRECTIGN IGENTIFICATION NUMBER: A BUILDING GOMPLETED
R-C
475043 B. WING 06/09/2015
NAME OF PROVIDER OR SURPLIER GTREET ADDRESS, CITY, STATE, 217 CODE
aRE " 47 MAGGIE'S POND ROAD
REENSBORO NURSING HOME GREENSBORO, VT 05841
{X4) D SUMMARY STATEMENT OF DEFIGIENGIES : i PROVIDER'S PLAN OF CORRECTION S
PREFIX (EACH DEFIGIENGY MUST BE PREGEDEC AY FUlL | PREFIX (EACH GDRRECTIVE ACTION SHOULR RE COMPLETION
TAG REGULATORY OR LSC IDENTIRYING INFORMATION) L TAg CROSS-REFERENCEN TO THE ARFROPRIATE | DATE
i DEFICIENCY) .
; I .
- ! :
F 280 Continued From page 3 | F280
- was currently unstageable (unstageable = full :
- thickness tissue loss in which the actual depth of |
the ulcer is obscured) though it was improving in
_slze. S/he reported that it would be a ;
‘recommendation that & skin risk team to have
- nutritionist input for wound treatments.
\ On 6/9/16 at 12:23 PM, the Director of Nursing I o
| (DNS) confirmed that the facility RD had not been ! This Plan of Cortectton s the center's credible ™~
allegaiion of complience,
| consulted for Resident #3 once the pressure ‘ ”
 ulcer was identified. S/he also reported that there : Preparation and/or executton of this plan of carrection
.is no process in place to ensure that the RD | does not constimety admission or agreepent by the
' reviews the medical records of residenis who v provider of the truth of the fucts alleged ar conclusions
have wounds to identify any nutritional st forifs in the stotemont of deficiencies, The plan of
. d healin ' carrectlon (5 prepared anglor excouted solehy breawse
recqmmendgtlons to promote wound healing. i it is required by tha provisions of faceval and state law.
, During interview on 6/9/15 at 12:23 PM, the DNS
" (Director of Nursing) conflrmed that Resident #3's i
nutrition care plan had not bean revised related to ! LR34
the pressure Wceravound healing since the ulcer | !
A ¢ h _ _ 6/2715
- Wai§ identifiad on 4/12/16 (an almost 2 mon i * For all restdents and for Resident #3, the
intervat). [ facility will agsure that all residents with
- (Refer F314) i identified pressure areas have current
F 314 483.25(c) TREATMENT/SVCS TO . F314 nytritional intervention by qualified
§8=D. PREVENT/HEAL PRESSURE SORES personnel. Licensed nurses and the

registered dictician will be educated on the
. importance of nutrition in wound healing,
the requirement for nufritional asscasments
therein, and the requirement to notify the
dietician promptly of both new identified
areas and changes in condition of existing
AFCAS.

The Director of Nursing or designes will
conduct three random audits per week of
resident records to verify nutritional
intervention is in place.

The Director of Nummi)ls responsible for

this plan of correction MN blm

=
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{(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR 1.SC IDENTIFYING INFORMATIOM)

D

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

(X6)
(EACH CORREGTIVE ACTION SHOULD BE CDMI;’A._FE'IUN

IATE

F 314!
1
1

_sided hemiparesis (partial paralysis) used a

- seated, crossed-leg putling motion for monility
which put pressure on his/her right ankle. On

- 4/12/15, 8 days following his/har admission o the

Ffacility, the resident was identlfied as having &

- was currently unstageable (unstageable = full g
thickness tissue loss in which the actual depth of .

Continuad From page 4

facility failed to ensure that a resident with a
pressure ulcer received all the necessary
treatment and services to promote healing for 1
of 3 residents sampled (Resident #3). Findings
mclude:

|
%
|
'
i
E

Per record review, Resident #3 who had a right

Stage If pressure ulcer (& partial thickness skin |

_loss) on the right outer mallectus (ankle bone). |

Whound care followed a treatment plan but was

- complicated by signs and symptoms of infection
‘necessitating treatment with Clindamycin (an !
_antibiotic) on 5/20/15 and a concern for the risk of !
. osteomyelitis (bone infection) which was ruled .

out. i

. Per review of the resident's nuirition assessment,
" on 4/13/15 the Registered Dietician (RD) reported :

that Resident #3 was unaware of the need for

. proper nutrition and/or hydration, had a varlable

appetite, a history of a 10% weight Iss while in -,
the hospital [prior to admission to the aursing
home] and required assistance/suparvision and

' cueing at ail meals, Although the pressure ulcer
L was identified on 4/12/15, the RD's nutrition !
| assessment on 4/13/15 identified Resident #3's

skin as "dry and intact." The nutrition assessment .
also listad that the RD was to "be informed of

!
' signfficant changes" for Resident #3, i
' On 6/9/15 at 12:00 PM, the facility wound care .
nurse reported that Resident #3's pressure ulcer

the ulcer is obacured) though it was improving in l

-size. S/he reported that it would be a

|
[ CROSS-REFERENDED TO THWE APPROPR
i

F 314;

FORM GMS-2567(02-95) Previous Versions Dbeolate Evont ID;ICPR12
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F 314 Continued From page 5 F314

recommendation for a skin risk team to have ‘

_nutritionist input for wound treatments. ; i

- On B/9/15 at 12:23 PM, the Director of Nursing
(DNS) confirmed the above information and that
there was no evidence that the facility RD had
been consulted for Resident #3 once the
pressure ulcer was identified on 4/12/15, Sthe

- also reported that there is ne process in place to

" epsure that the RD reviews the treatment plan for i ;,
residents who have wounds to identify whether |

- there are additional nutrition recommendations

* that might promote wound healing. ; !

_(Refer F280) | :

i
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